As the United States enters a new era of value-based payment heavy in emphasis on primary care measurement, careful examination of selected measures and their potential impact on outcomes and vulnerable populations is essential. Applying a theoretical model of health care quality as a coding matrix, we used a directed content analysis approach to categorize individual Merit Based Incentive Payment System (MIPS) measures. We found that most MIPS measures related to aspects of clinical effectiveness, whereas few, if any, related to aspects of access, patient experience, or interpersonal care. These gaps suggest that MIPS may fail to measure the broader aspects of health care quality and even risk worsening existing disparities. 2017;15:255-257. https://doi.org/10.1370/afm.2075.
INTRODUCTION
P rimary care plays an important role in improving health outcomes and reducing health inequities for marginalized populations. 1 One mechanism of incentivizing primary care professionals to improve health outcomes is through pay-for-performance programs, where payers pay for value rather than merely services. Although pay-for-performance programs may lead to overall improvements, there is some evidence to suggest that they may inadvertently exacerbate health disparities for marginalized populations. 2 This outcome is hypothesized to occur by encouraging physicians to focus on easily reportable measures rather than measures that make a difference for marginalized populations, to avoid patients that may harm quality measures, and to decrease the income and resources of physicians working in marginalized communities. 2 The potential for the Medicare Access and CHIP Reauthorization Act (MACRA) Merit-Based Incentive Payment System (MIPS), the full implementation of which begins in 2017, to exacerbate health disparities was one of the concerns raised by the American Academy of Family Physicians in a letter to the Centers of Medicare and Medicaid Services (CMS). 3 This general concern has led us to develop a taxonomy of measures used in MIPS to assess what gaps exist if a more specific focus on health disparities is to occur. Our hypothesis, that gaps may exist in MIPS, is informed by Starfield's argument 1 that the measurement of quality in primary care requires person-focused assessments, measurements of the mode of delivery of health, and a focus on equity.
METHODS
The overarching method used in this study is a content analysis of proposed MIPS measures, published by CMS as of May 9, 2016. 4 Our theoretical definition of quality of health care was developed by Campbell et al, 5 which provided the basis for a coding matrix. A coding matrix allows researchers to integrate well-known concepts of quality. For example, quality is commonly understood to involve aspects of access, effectiveness, and equity. Within the framework described by Campbell et The University of Auckland, Auckland, New Zealand of health care (structure, process, and outcome) has different domains that relate to dimensions of quality (access and effectiveness). We defined each preliminary code in the coding matrix. The first level of codes corresponded to health care quality dimensions, and the second level of codes related to domains of health care.
Each MIPS measure was reviewed by 2 authors (K.E. and W.L.) to determine whether it was applicable to primary care. All data specific to primary care were then individually coded by the first author, in NVivo for Mac 10.2.2 (QSR International), using the coding matrix previously described. We allowed for individual measures to have multiple codes, if believed appropriate. The coded data set was then reviewed and recoded by the second author. Where differences of opinion existed in coding between the 2 reviewing authors, a consensus process was used to determine the final coding.
RESULTS
A total of 143 of 270 measures applied to primary care. Most of the domains that reflected quality of primary care were not represented in the MIPs measures. Five of 12 domains had no applicable measures, and only 10% of the measures fell into another 5 domains of primary care (Table 1) .
DISCUSSION
The development of a taxonomy of MIPS has identified a number of important gaps in various domains of quality. In particular, we have identified a paucity of measures of access and patient experience. This deficiency may inadvertently exacerbate health inequalities for marginalized populations.
Marginalized populations face numerous barriers in accessing health care. These access issues include physical and geographical barriers, affordability barriers, and a lack of responsiveness from physicians. Mechanisms to mitigate against and address barriers in accessing primary care are likely to indicate a responsive primary care physician. The absence of any meaningful measures specific to addressing access barriers for individual patients in MIPS may contribute to a lack of incentives to address these barriers. 7 MIPS also lacks the relational measures of user experience or physician interpersonal skills, which Starfield 1 emphasizes as an essential aspect of quality. The importance of relationship to healing, that positive patient-physician interactions can improve health outcomes, may be particularly important to measure among vulnerable populations. 8 In these groups, there is evidence that the quality of interpersonal health communication is poorer. 9 Incorporating more personfocused measures rather than the current emphasis on disease-focused measures of MIPS may enable family physicians to better address aspects of practice that contribute to health disparities.
Our study has a number of limitations. The most important limitation is the lack of blinded double coding. Although 2 researchers coded the data, the second researcher was not blinded to the first researcher's coding, potentially introducing bias. Another limitation is that our analysis is on the combined MIPS measures, not the implemented MIPS measures. Although the combined measures may not focus on marginalized populations, the implementation of MIPS is flexible, and family physicians are free to choose a small selection of MIPS measures that are more pertinent to marginalized populations. The final limitation is that certain domains of quality, such as affordability, may be best measured at the level of an organization or health funder rather than at the level of an individual physician. We would posit that for MIPS and similar pay-forperformance programs to have a positive effect on health outcomes for marginalized populations, there is a need for policy makers to apply a theoretical lens to the measures. Even though we have used a theoretical framework devised by Campbell et al, 7 other frameworks also exist. 10 Applying a theoretical framework would involve ensuring that the broad domains of quality, equity in particular, are encapsulated by the proposed performance measures. In doing so, it is possible to identify gaps and subsequently develop measures that incentivize addressing health disparities. In neglecting to do so, pay-for-performance measures may fail in their objective of delivering better quality health outcomes for all members of society regardless of wealth, color, or personal circumstances. Even in the year of its inception, it is not too early for policy makers to be looking ahead toward improvements in MACRA and MIPS.
